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556 Abstracts August 2013artery (IAA) perfusion without dissection or rupture. We propose that arbi-
trarily defaulting to 10-12 mm endoconduit is unnecessary. Rather, we
suggest a dynamic approach in which operators select endoconduit size
by adding 2.7 mm to OD. This may result in the use of endoconduits
< 10 mm (Table). Furthermore, recent data show that iliac dissection
during EVAR may occur in as many as 38% of patients. This surprisingly
high incidence suggests that innovative approaches to circumnavigate
complicated iliac anatomy using endoconduits may be underutilized.
Custom-Made Fenestrated Stent Graft for Infrarenal Aortic Aneurysm
Repair with Coexistent Horseshoe Kidney
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Hong Kong, Hong Kong
Horseshoe kidney may cause technical and access problems during
open aortic aneurysm repair, and standard endovascular repair procedures
risk renal ischaemia due to the accessory renal arteries coverage. We report
a patient with a 5.4 cm infrarenal aortic aneurysm and horseshoe kidney,
with a large accessory renal artery supplying most of the right moiety and
isthmus of horseshoe kidney arising from the sac. In order to prevent renal
malperfusion, endovascular repair using a custom made bifurcated stent
graft (26 mm  112 mm) with a single fenestration intended for the acces-
sory renal artery (Cook Zenith, Bloomington, Ind) was performed. An
Atrium balloon-expandable covered stent 6  22 mm (Atrium Medical
Corporation, NH) was deployed through this fenestration into the accessary
renal artery. The procedure was successful with renal preservation and
successful exclusion of the aneurysm at 3-months’ CT scan. To our knowl-
edge, this is one of the ﬁrst reports in the published literature of this
technique.
The “Periscope” Technique Successfully Lengthens the Distal Landing
Zone During TEVAR
Vinit Varu, MD, Venita Chandra, MD, Michael D. Dake, MD, Jason T.
Lee, MD. Stanford University, Stanford, Calif
Objectives: We describe our early experience with the “periscope”
technique to extend the distal landing zone and successfully treat distal
thoracic pathology in patients with inadequate distal seal zones near the
mesenteric vessels.
Methods: Four consecutive patients with planned endovascular repair
of complex TAA extending near mesenteric and renal arteries were
reviewed. In the periscope conﬁguration, which is similar to an upside-
down snorkel/chimney approach, parallel stent grafts adjacent to the
TEVAR device were placed into the mesenteric and renal vessels from the
contralateral femoral approach.Results: Six periscope grafts (4 SMA, 2 in solitary renal arteries) were
utilized in four patients (mean age, 72 years). Mean aneurysm diameter was
69.5 mm (range, 59-85 mm), and the “periscope” conﬁguration improved
the distal seal zone from a diameter of 45 mm and length of 0 mm to a more
appropriate landing zone of 33 mm diameter and 28 mm length. Technical
success was 100% and all patients are alive at latest followup (mean, 15.1
months; range, 9-23). The only morbidity was reoperation for femoral
access occlusion. Postoperative follow-up imaging revealed all six periscopes
to be patent. One small type Ib and one type II endoleak have been
observed without aneurysm sac enlargement. All aneurysms have regressed
with mean sac change of -4.7 mm.
Conclusions: In select high-risk patients opting for an all-endovascu-
lar approach of distal thoracic pathology, the “periscope” technique is
successful in extending the landing zone into juxtamesenteric and juxtarenal
anatomies to provide successful aneurysm exclusion. Long-term follow-up is
obviously necessary to assess for continued protection from aneurysm
rupture, but at this point it appears to be safe and effective until fenes-
trated/branched grafts become more widely available.
Occlusive and Aneurysmal Disease: A Novel Role for the Endologix
Abdominal Endograft
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Objectives: Coexisting aorto-iliac occlusive disease is not
uncommon in patients undergoing treatment for aorto-iliac aneurysms.
We have preferentially used the Endologix abdominal endograft in these
patients given the graft's unique properties including a bifurcation-sparing
nature and low proﬁle delivery. We aimed this study at reviewing our
single-center experience in this homogenous cohort of patients affected
